Abstract
Introduction

Acute pulmonary thromboembolism (APTE) has been reported to be one of the causes of clinical deterioration in patients with interstitial pneumonia (1). Recent studies have demonstrated that patients with interstitial pneumonia may have coagulation-fibrinolytic disorders
. Here, we report a case of APTE associated with interstitial pneumonia. We also describe possible mechanisms of thrombus formation in patient with interstitial pneumonia.
Case Report
A 68-year-old woman, who had been diagnosed as fibrotic non-specific interstitial pneumonia according to find (Fig. 1) . Chest radiograph 3 months before admission showed diffuse bilateral reticulo-nodular opacities predominantly in the lower lung fields, and enlargement of the proximal portion of the pulmonary artery ( Fig. 2A) .
Chest radiograph on admission showed almost no change except for the appearance of a nodule (1 cm in diameter) in
The Second Department of Internal Medicine, Nara Medical University, Kashihara (Fig. 3A) . Chest high-resolution computed tomography (HRCT) showed ground-glass opacities with honeycombing and traction bronchiectasis predominantly in the subpleural region of both lower lobes. Ground glass opacities were almost unchanged in comparison with those 3 months before administration. In addition, a mass lesion of 1 cm in diameter was newly found in the right S 2 segment (Fig. 3B) . Coronal images revealed a wedge-shaped consolidation originating from pulmonary artery above the horizontal fissure of the right lung (Fig. 3C) s c a n wa s n e a r l y n o r ma l . lieved. Repeat contrast-enhanced chest CT (Fig. 3D) and a  perfusion lung scintigram (Fig. 4B C) 
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